Binge-eating disorder is the most common eating disorder in the United States, with lifetime prevalence rates estimated between 1-3% in the general population (APA, 2013; Cossrow et al., 2016; Brownley et al., 2016; Grucza, Przybeck, & Cloninger, 2007; Hudson, Hiripi, Pope, & Kessler, 2007; Iacovino, Gredysa, Altman, & Wilfley, 2012) .
Recent research suggests prevalence rates have increased further since the publication of the DSM-5 (Cossrow et al., 2016) . Women are diagnosed at higher rates than men; however, less of a gender gap in diagnosis exists between men and women than in other eating disorders (APA, 2013) . Prevalence rates appear to be similar across African American, Caucasian, and Hispanic racial/ethnic groups in the United States (Franco et al., 2012; Hudson et al., 2007; Iacovno et al., 2012) . Kessler et al. (2013) examined BED prevalence rates in international populations and found rates similar to those reported in the United States. Although the average age of onset is slightly later than other eating disorders, estimated at 25.4 years old, researchers suspect symptoms begin more commonly in late childhood and adolescence (Hudson, et al., 2007; Tanofsk-Kraff et al., 2013) .
Untreated chronic binge eating is associated with serious psychological, physical, and social problems (Brownley et al., 2016;  Tanofsky- Kraff et al., 2013) . Individuals with BED experience a range of negative outcomes, from diminished interpersonal functioning to increased suicidality. The mortality risks related to BED are strongly correlated with medical comorbidities, including obesity, high blood pressure, high cholesterol levels, heart disease, and diabetes (Bulik & ReichbornKjennerud, 2003; Grilo, White, Barnes, & Masheb, 2013; Tanofsky-Kraff et al., 2013) .
Despite the frequency and severity of BED, the condition often goes undiagnosed and untreated in counseling (Citrome, 2015; Cossrow et al., 2016; Hudson et al., 2007) . In the following article, we will discuss fundamental principles related to BED diagnosis, screening and assessment, and treatment that will help prepare counselors to identify and work with clients that experience binge eating symptoms.
Diagnosis
Recurrent and persistent episodes of binge eating provide the foundational criteria for BED (APA, 2013) . Refer to the DSM-5 for the complete diagnostic criteria for BED. The only change in criteria from the prior edition of the DSM was the reduction in time (from six months to three months) and frequency (from twice to an average of once a week) required for symptom manifestation (Tanofsky-Kraff et al., 2013) . Some researchers question the validity and reliability of the new DSM-5 criteria, suggesting the need for additional research (Klein, Forney, & Keel, 2016) . One area of criticism relates to severity measures. Grilo et al. (2015) argued that the current severity specifiers (based solely on frequency of binge eating episodes)
are not empirically supported. They conducted a preliminary study and found support for using overevaluation of shape/weight as a severity specifier. (Walsh & Boudreau, 2003) . Walsh and Boudreau (2003) found that the size of the binge meal was greater in clients diagnosed with BN than BED. People with bulimia also tend to have more disordered patterns of food consumption during binge meals (Walsh & Boudreau, 2003 (Hudson et al., 2007) .
Co-Morbidity
Individuals with BED have high rates of psychiatric comorbidity. (Cossrow et al., 2016; Tanofsky-Kraff et al., 2013; Wonderlich et al., 2009) . Hudson et al., (2007) found that as many as 79% of adults with BED have at least one comorbid mental health disorder and as many as 50% have more than three co-occurring conditions. Grilo et al. (2013) found that 67% of individuals with BED had at least one new lifetime psychiatric disorder and 37% had at least one current psychiatric disorder. Notably, the researchers found that
African-Americans and Hispanics were more likely than Caucasians to be diagnosed with a co-morbid mood and/or anxiety disorder.
Binge eating and related symptoms tend to be worse for individuals with co-occurring psychiatric disorders (Grilo et al., 2013) . 
Screening and Assessment
We recommend counselors screen for BED as part of their normal intake process . Individuals Obesity and associated medical conditions may also warrant further screening.
Counselors can also integrate specific eating related questions into an unstructured clinical interview TanofskyKraff et al., 2013) . General questions about eating patterns, history of dieting, and attitudes toward food can provide valuable screening information. suggested asking the following screening questions to screen for BED during a diagnostic interview (p. The BES is a 16-item self-report questionnaire that assesses behavioral, emotional, and cognitive indicators associated with binge eating (Celio et al., 2004; Grupski et al., 2013) . Sensitivity and specificity scores are similar to those found with the BEDS-7 . Although the screening tool has had clinical utility in the past, the BEDS-7 appears to be a more brief and updated screening tool for BED.
The QEWP-5 was originally developed for DSM-IV filed trials (Yanovski et al., 2015) . The measure was recently updated to align with DSM-5 criteria. As with the other two BED screening tools, Yanovski et al. (2015) noted that the QEWP-5 is expected to be "more sensitive and less specific" (p. 2).
Other can also be implemented in group settings.
CBT-E is one of the most researched approaches to treating BED Fairburn et al., 2009; Iacovino et al., 2012; Kass et al., 2013) .
The IPT-ED model of BED acknowledges the role negative self-evaluation plays in maintaining eating disorders, however, social (vs. self) evaluation is considered more central to etiology and treatment Rieger et al., 2010) . Rieger et al. (2010) Treatment, therefore, focuses on building cognitive behavioral skills related to mindfulness, distress tolerance, and emotional regulation (Baer, Fischer, & Huss, 2005) .
Behaviorism is also key in this treatment-for example, when clients binge, counselors often ask them to complete a behavior chain analysis that includes identifying thoughts, feelings, and events before, during, and after a binge episode with an emphasis on understanding triggers and brainstorming healthier solutions to problems. Further, clients are encouraged to contact the clinician for skills coaching between sessions, and therefore receive positive reinforcement for using new skills instead of engaging in binge eating (Segal et al, 2013) . As with the other approaches, DBT can be implemented in individual or group formats (Segal et al., 2013) 
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Conclusion
Binge-eating disorder is the most common eating disorder, yet fewer than half of people with BED receive treatment (Kessler et al., 2013) . The above primer is intended to
give counselors an overview of BED in an effort to increase accurate identification and effective treatment. Literature related to BED is still emerging, however, and many limitations still exist in diagnosis, assessment, and treatment. Diagnostic criteria and assessment tools can be subjective (e.g., "loss of control,"
"more than normal") and culturally insensitive (Citrome, 2015) . Furthermore, differentiating between other eating disorder diagnoses is often less obvious than the DSM-5 categories might suggest (e.g., frequency of binge eating, the occurrence of compensatory behaviors). Additional research is especially needed for children, adolescent, and diverse populations. Given the high prevalence and serious consequences of BED, we recommend counselors seek additional training and supervision in BED, as well as consider participating in practitioner-based research projects that allow the knowledge base related to this condition to grow.
